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doi:10.1016/j.ejvsextra.2010.03.001Abstract We report the case of 62-year-old male who underwent Endovascular Aneurysm
Repair (EVAR) for a large infrarenal AAA. Following investigation for a contralateral benign
epididymal cyst he was found to have a left testicular mass and underwent urgent orchidect-
omy. The histological features were of subacute testicular infarction secondary to cholesterol
emboli following his EVAR. We believe this is the first reported case of subacute testicular
infarction due to cholesterol emboli reported following EVAR. Clinicians should be aware of
the risk of cholesterol embolisation following EVAR.
ª 2010 European Society for Vascular Surgery. Published by Elsevier Ltd.
Open access under CC BY-NC-ND license .Introduction
We present a case of subacute testicular infarction due to
cholesterol embolisation following endovascular abdominal
aortic aneurysm repair (EVAR) incorrectly diagnosed as
a testicular tumour. Previously there has been a single
report of global testicular infarction following EVAR whichjvs.2010.03.029.
1224 552281; fax: þ44 1224
(J.A. Milburn).
r Vascular Surgery. Published bypresented with scrotal pain.1 However, in our case the
infarction was asymptomatic and only presented after
investigation for benign contralateral disease which was
incorrectly diagnosed as a testicular tumour.Report
A 62-year male presented with a standard atherosclerotic
asymptomatic infrarenal 5.5 cm abdominal aortic aneurysm.
Preoperative computed tomography identified a good prox-
imal fixation site with a satisfactory distal landing site on the
right facilitatedbyanoccludedright internal iliacartery (IIIA).Elsevier Ltd.Open access under CC BY-NC-ND license .
Figure 2 Small Interstitial vessels showing cholesterol
emboli as an intravascular “cleft” (arrow) (20 objective).
e48 J.A. Milburn et al.Pre EVAR occlusion of the IIIA was required and performed
without complication (Amplatz vascular plug, AGA medical
corporation, Plymouth, USA). Four weeks later he underwent
successful EVAR using an Aorfix device (Lombard medical,
Didcot, England, UK). The main body/ipsilateral limb was
placed from the right side. Retrieval of the contralateral
sheath was difficult due to a stenosis in the left external iliac
artery requiring angioplasty although therewas nodifficulty in
deploying the proximal end of the graft. There were no
immediate postoperative complications and the patient was
discharged on the second postoperative day after duplex
examination failed to identify any endoleak. Follow-up
surveillance CT at one month showed his AAA remains
excluded with no evidence of endoleak. The gonadal vessels
were not clearly identifiable on the pre or post EVAR CT.
Two months prior to EVAR the subject had presented to his
general practitioner with a painless right sided scrotal
swelling. Clinically this was considered to be an epididymal
cyst. Examination of the left hemi-scrotum was normal. A
routine scrotal ultrasound performed ten days post EVAR
confirmed the clinical impression of a right epididymal cyst but
also identifieda2.6cmsolidmasswithamalignantappearance
in the left testis. Tumourmarker assayswere normale and the
patient proceeded to urgent left orchidectomy. Histological
examination revealed a central area of testicular infarction
(Fig. 1) associated with a surrounding rim of congested small
vessels, some with early thrombus formation, oedema and
reactive chronically inflamed interstitium. Peripheral inter-
stitial vessels showed luminal cholesterol emboli (Fig. 2) but
cord vessels were uninvolved. There were no features of
a neoplastic lesion and sections stained with tumour markers
were negative. The histological appearances were those of
subacute segmental testicular infarction following cholesterol
embolic complications secondary to EVAR.
Discussion
There has only been one previous report of testicular
infarction secondary to EVAR in the literature.1 However, inFigure 1 Scanning magnification of whole thickness slice of
testicle. Note the relatively well circumscribed intra-
parenchymal lesion with central pallor and hyperaemic rim in
arrows. Central infarction, zone of hyperaemia and peripheral
viable testicular parenchyma (4 magnification).this case the patient presented with acute scrotal pain and
was shown to have global testicular infarction secondary to
a thrombus in the testicular artery. Global testicular infarc-
tion is not uncommonwith a number of causes including birth
trauma and torsion of the spermatic cord.2 However in our
case the patient was asymptomatic and had subacute
testicular infarction with peripheral viable testicular tissue
around a central core of infarcted tissue. The mechanism of
arterial hypoperfusion leading to ischaemia is suspected to
be cholesterol emboli following dislodgement of athero-
sclerotic debris during graft deployment.
Cholesterol embolisation is recognized to occur in patients
who have erosive atherosclerosis or anticoagulated or who
undergo vascular surgery and invasive radiological proce-
dures.3 Atheromatous debris consisting of cholesterol crystals
and macrophages commonly embolises arises from the aorta
and predominantly affects the renal arteries leading to
progressive renal failure, soft tissues of the legs and gastro-
intestinal tract.3 In our case there was no alteration in peri-
operative renal function or other associated features repor-
ted. The aetiology of colonic ischaemia following EVAR is
considered multifactorial although microembolisation is
similarly likely to be a major causative factor.4
The gonadal vessels arising fromtheaortaor renal arteries,
are only functional endarteries in7%ofmales5 andmaybewhy
testicular infarction is relatively uncommon following exclu-
sion of the aorta during EVAR. The vascular supply of the testis
is also dependent upon the deferential artery arising from the
inferior vesicular artery and the cremasteric artery arising
from the inferior epigastric artery. Similar to the previous
report1 ipsilateral internal iliac artery (IIA) coil embolisation
was performed prior to EVAR. In our case it is possible
cholesterol embolisation may have occurred from the IIA
during coil embolisation. The anatomical site of emboli
remains uncertain. Clinicians should be aware of the risk of
cholesterol embolisation following EVAR or IIA coil embolisa-
tion leading to testicular infarction. In the future, the routine
use of iliac branched devices may obviate this risk.
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